Introduction TRUTH-TELLING BY PHYSICLANS
In the United States, truth-telling by doctors "has
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tended to become a moral absolute"' justified in terms of the ethical principle of autonomy which requires doctors to respect the right and ability of patients to make decisions. The automatic adoption of any approach, however, is incompatible with optimal ethical management. What is needed from doctors is a sage consideration of each patient's situation and needs, an appropriate prioritising of ethical principles and the selection of effective methods for achieving these. If, for personal, religious or cultural reasons, a patient does not wish to be told, truthtelling is contraindicated both in terms of autonomy and beneficence.
Frequency of full disclosure varies widely between doctors, institutions and countries.2 I ' The trend seen in many countries over recent decades has been towards providing patients with more information.' 2 5 How far this is a response to legal and social developments, and how far it reflects increased empathy and compliance with patients' wishes, is not clear.
CULTURAL FACTORS AND TRUTH-TELLING
An issue which has only recently been raised is whether cultural differences require different behaviour from physicians.' In a seminal letter, Surbone contrasted truth-telling by oncologists in America and Italy and used cultural differences to explain disparities in behaviour and professional codes. 6 The term cultural differences subsumes many factors. Among the non-material aspects of a culture are its values, norms, customs, expectations, language and history. Material Asked how many times they had a managed a patient similar to Case 1 (Case 2) during the past two years, 32% (36%) of doctors said "never", 34% (26%) recalled fewer than five cases, 10% (24%) 5-9 cases, and 24% (14%) ten or more cases. Asked whether or not Emirati patients resembled patients in the West in terms of wishing to be informed when their prognosis was poor, 76% of the doctors interviewed stated that they were different.
Discussion LIMITATIONS OF THE STUDY
The current study investigated the opinions of convenience samples of 100 Emiratis and 50 doctors. Before the current findings can be assumed to be robust, they must be replicated with larger groups of subjects. The samples appear reasonably representative with regard to the specialties of doctors8 and the demographic features of the Emirati population.9 Due to the expansion of govemment-sponsored health services and a sustained high birth-rate, the age profile of the Emirati population is pyramidal. Another consequence of development is that age It is important to recognise that the modal response by Emiratis was "No, the doctor should not tell the terminally ill patient". Do doctors' responses, therefore, signify a sensitivity to local preferences? The answer is "No". Given the lack of consensus among Emiratis, a more empathic response would have been "It depends".
DOES THE PATIENT ASK FOR INFORMATION?
Both Emiratis and doctors were sensitive to whether or not the patient was specifically identified as requesting information. In the case of someone almost certain to die during the next six months, stipulating that the patient was asking for information raised the proportion of Emiratis who felt that the doctor should tell from a quarter to nearly 60%, and reduced those selecting "It depends" from almost a third to 3%. The effect on doctors was to raise the percentage who judged the patient should be told from 8% to 42%, while reducing those selecting "It depends" from over half to less than a quarter. Uncertainty about whether the patient would or would not wish to be told is, therefore, a major factor causing respondents to choose "It depends". Nonetheless, about a third of respondents (both doctors and Emiratis) consistently stated that patients should not be told; making it clear that the patient wishing to be informed did not alter their stand.
SURVIVAL ODDS
Emiratis were not sensitive to changing survival odds. It may be that they regarded both patients (Case 1 and Case 2) as substantially at risk of dying or that they held unequivocal views about informing. Yet another possibility is that non-medically qualified respondents had difficulty appreciating the risk group.bmj.com on July 6, 2017 -Published by http://jme.bmj.com/ Downloaded from differential selected,'0 but this was not suspected by interviewers. Changing survival odds, on the other hand, did affect doctors' choices. When it was uncertain whether the patient would wish to be informed, reducing the risk that the patient would die almost doubled those stating that the patient should not be informed (from 38% to 70%). Even when the patient was identified as asking for information, increasing survival caused a one-third drop in the number of doctors who stated that the patient should be informed.
It is important to question whether changing survival odds justifies any change in behaviour from doctors. Case 2 In terms of cultural considerations, the data can be looked at in two ways: one is to contrast the choices of Emiratis with those of people elsewhere, the second is to look for consensus among UAE respondents.
Faced with the case of a patient who was almost certain to die, Greek respondents were equally split between the "Yes", "No" and "It depends" options. Despite the lack of consensus among Emiratis about how doctors should deal with a patient who is soon to die, they were seldom ambiguous about how they would want to be handled themselves: only 4%/o answered "It depends". Individuals' personal wishes often deviated from their statements about how doctors should in principle react. Of the Emiratis who said that they would want to be told if they had only a short time to live, only a third had stated that the doctor should tell the patient described in Case 1, a third had answered "No" and a third "It depends". What these people thought was right for others proved no guide to what they wished for themselves. The disparity was not caused by respondents selecting "It depends" when they were uncertain about other people's circumstances. Many who unambiguously selected "Yes" for themselves chose "No" when judging Case 1.
Conclusions
The salutary conclusion is that in the UAE, and probably elsewhere, opinion profiles do not offer a useful guide to what information a particular patient will want; both because of heterogeneity and because in principle judgments often do not equate with personal wishes. This is not to suggest that it is worthless to explore cultural factors. Doctors need to be aware of potentially relevant cultural issues and conversant with culturally acceptable ways of exploring patients' needs and providing them with information. Looking broadly at the issues of whether, when and how to inform, Surbone commented: "I believe Italians should not borrow the American way, but that they should learn from Americans and try to find a better Italian way". 
